ABSTRACT The aim of this cross-sectional study was to quantify the implementation of MPOWER tobacco control policies among Eastern Mediterranean Region countries. Information was obtained from the 2011 WHO MPOWER report. A checklist was designed and its scoring was agreed by Iranian and international tobacco control specialists. Seven questions were scored from 0-4 and 3 from 0-3. The 22 countries were ranked by their total score on a scale of 0 to 37. The highest scores were achieved by the Islamic Republic of Iran, Egypt and Jordan 29, 28 and 26 respectively. Twelve of the countries (55%) scored more than half of the possible score (19). The lowest and highest scores for all countries summed were on sections related to banning smoking in public places (18) and tobacco advertising bans (66) respectively. Compliance with smoke-free policies was especially low. MPOWER programmes are accepted in the Region but there is considerable room for improvement. Input from countries based on their successes and challenges is needed to strengthen the programmes. 
‫عىل‬ ‫املتوسط‬ ‫رشق‬ ‫إقليم‬ ‫بلدان‬ ‫يف‬ ‫التبغ‬ ‫مكافحة‬ ‫يف‬
. In our Region, according to the latest data, smoking prevalence is still increasing or has plateaued [8] .
To counter the global tobacco epidemic, the World Health Organization (WHO) developed the WHO Framework Convention on Tobacco Control (WHO FCTC) to provide new legal dimensions for international health cooperation. As of 12 February 2012 the treaty has been ratified by 174 parties who wish to decrease the supply and demand of tobacco [12] . In this regard, WHO introduced a package of measures under the acronym of MPOWER with the aim of reducing tobacco consumption and prevalence [13] . This package focuses on 6 proven policies for tobacco control to reduce consumption which include: monitoring tobacco use and prevention policies, protecting people from tobacco smoke, offering help to quit tobacco use, warning about the dangers of tobacco, enforcing bans on tobacco advertising, promotion and sponsorship, and raising taxes on tobacco.
Several scoring systems have been developed in different countries to evaluate anti-tobacco activities and their implementation. Gilpin and colleagues developed an index for the United States (US) state tobacco control outcomes based on cigarette prices and workplace and home smoking bans [14] . Chriqui and colleagues [15] applied a rating system to state indoor air laws in the US, and the American Lung Association measures tobacco control activities at the state level based on spending, smoke-free air laws, cigarette excise tax and youth access laws [16] . Jossens and Raw developed a tobacco control scale according to a World Bank list of effective tobacco control interventions and applied it to 30 European countries [17] . Their initial results showed countries ranked by their score and discussed the merits and limitations of the scale.
No such study has been done in the Eastern Mediterranean Region. Thus the aim of our study was to compare MPOWER Programnes among the countries of the WHO Eastern Mediterranean Region to highlight what has been achieved and what still needs to be addressed by the countries to strengthen these programmes.
Methods
This was a cross-sectional study with collection of information from the WHO programme of tobacco prevention in the EMR countries found on pages 1-140, 9-128, 7-116, 3-102 from the MPOWER 2011 report [18] .
A checklist of indicators was initially designed by Iranian and international tobacco control specialists and its cutoffs were set according to the scoring key sections of the MPOWER 2011 report. In order to score the checklist and create the scale, we convened a panel of experts [including 3 tobacco control experts, 1 public health specialists and 1 epidemiologist from the Tobacco Prevention and Control Research Center, National Research Institute of Tuberculosis and Lung Disease (NRITLD), Tehran] to determine the allocation of points to the scale. Thus, 7 questions were scored from 0-4 and 3 from 0-3, giving a maximum possible score of 37.
Five raters (medical doctors from the Tobacco Prevention and Control Research Center, NRITLD) were selected by the principle investigators. They went through a lengthy training process conducted by 1 experienced tobacco control expert (Head, Tobacco Prevention and Control Research Center) and 1 experienced rater (medical doctor from the Tobacco Prevention and Control Research Center). The training involved reading about the tobacco control policies that were the focus of the study and the scoring section of the MPOWER 2011 report. After the training and considered ready by the project coordinator, the raters carried out the subject review and their first scoring report was observed by the experienced rater. The reports were observed again by the project coordinator, who selected 2 final raters and determined when they were ready to work alone.
In order to achieve and maintain calibration between the 2 raters, the project coordinator gave them with 1 subject to report independently. Statistical analysis of the reliability of their ratings was used to maintain acceptable levels of reliability for the study. A correlation coefficient of 0.80 was calculated between these 2 raters. Data entry was done independently by the first selected rater and was checked by the second. At least 2 of these reports were selected randomly and observed in order to monitor their rating against those made by the original coordinator, the tobacco control expert and the experienced rater.
The scores were summed and the rankings were computed. The checklist, with its scoring and scale, is shown in Table 1 .
Results
We uncovered large differences in scores across EMR countries. The results are shown in Table 2 . Countries are ranked by total score, and the score obtained for each indictor for each activity. The highest total scores were achieved by the Islamic Republic of Iran, Egypt and Jordan (29, 28, 26 respectively). Twelve countries (55%) achieved more than half of the maximum score (19 In the studies of Gilpin and colleagues [14] and Chriqui and colleagues [15] their scoring systems compared tobacco control policies within the same legal system, so measurement of enforcement and comparisons were easier. In a study by Joossens and Raw [17] , which used a different but similar methodology to our study, it was shown that only 50% of European countries scored more than 50%, which is similar to what we found for the EMR countries (55% or 12 countries scored higher than 50%). Yet, in the previous study, only 14% or 3 countries achieved this score [19] . It can be concluded that these countries (Islamic Republic of Iran, Jordan and Egypt) are more active in tobacco control programmes, but that there is still room for improvement.
The results of this study show that the Islamic Republic of Iran, despite ranking first, had low scores on mass media campaigning and taxation. This information can be helpful for health officials who might want to strengthen the tobacco control programmes in illustrating the measures that could be Our study found that many countries either have not banned smoking in public places or are weak in this regard (12 countries scored 0 and 3 countries scored 1 out of a total of 3). The average country score for this indicator was 18, which was the lowest for the categories assessed. On the other hand, bans on tobacco advertisements had a combined score of 66 and was the most popular legal effort undertaken.
The current data were gathered from the 2011 MPOWER report. We acknowledge that the developed scale depends critically on these data and this is the first time such a scale has been applied to EMR countries. As these data were collected from the WHO report and were clear and easy to understand, we see no serious limitation to the applicability of this scale.
In conclusion, tobacco control measures according to MPOWER are generally well accepted, permit comparisons across EMR countries and provide preliminary results using a systematic scoring system. The current findings indicate that although progress has been made, there is significant room for improvement and regional countries should take steps to build on their successes and should continue to work on strengthening their weak points.
